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I am only here for a few days, so, contrary to my profound belief 

about what I really ought to do, namely, listening and learning the 
® Facts of the situation of Hong Kong and only after that speaking, 

I must straight away speak boldly and with conviction, knowing that 

I may be wrong. You must excuse me, because if I don't do this now 

I will be gone before I speak. 


As I talk I have three things in my mind and there are links between 
them. There is a crisis in medicine to the point at which some 
people are saying that healing lies outside the medical profession, 
and that doctors are the ones who oppose true health. There is a 
crisis for the church, with some saying that the real church lies 
outside the church. And there is a crisis in the consciousness of 
many Christian doctors, nurses, teachers and social workers who be- 
lieve there is truth in Christ, in the Bible and Christian religion, 
and yet find that what seems to enlighten them in their chosen work 
and in their personal lives is something else; hence they go through 
life divided. 


Now, I want to make a very sweeping theological statement about the 
nature of true knowledge which is based upon a Biblical theory of 
® revelation which I think applies to all forms of knowledge, inclu- 
ding medical and social work. The general pattern in the Old Testa- 
ment is that God reveals to His people what.is truth, what is true 
knowledge about themselves, what is just, what is good, what is 
health, and what He is. But God always does this to a people in 
a particular place, at a particular time. So, having true knowledge 
for their day of what it is to be healthy, what it is to be man, 
what’ it is to be godly, is related to the obedience of the people 
at that particular time. True knowledge for tomorrow, God's recur- 
rent self-revelation, is dependent on being obedient to what they 
know today. If they are not obedient to what they can already know, 
they become blinded to the truth for tomorrow. If, for example, 
knowing the statistics about the health care delivery system of their 
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country, say, in terms of infant mortality and the distribution of 
doctors, they don't take notice to construct a proper health ser- 
vice, then the understanding of what good medicine is will be dis- 
torted. If, on the other hand, they are obedient, if they will 
listen and learn, then they will know what is good medicine tomorrow. 
If people don't do this, God closes their eyes and stops their ears, 
and they don't see the truth until the wrath of God descends upon 
them, and their nation, their medical system, their social work sys- 
tem and their church is broken. Obedience, purity of heart, and 
righteousness, and true knowledge are all inseparable. The connec- 
tions between them may be subtle and complex, but they are always 
there. 


In the New Testament you will find that Christ promises His presence, 
His real presence, when His people do things in His name: you visited 
me in prison, came to me in the downtown area, gave me an anti- 
typhoid injection, etc. So, Christ links His real presence as much 
to such acts as He does to the Holy Communion. And in the Bible this 
real presence and God's self-revelation is always linked with know- 
ledge and power in regard to matters of good and evil, to health and 
disease. Again truth and obedience are linked together. 


It is no good our saying something with our lips and preaching an- 
other gospel with our health care delivery system. Our Lord didn't 
say with His lips that all men were loved by God and then do healing 
miracles with the rich alone. Had He done that, everyone would have 
noted the incompatibility. What He said and what He did was a unity; 
otherwise there would be no church today. 


Of all acts, those appertaining to the body-person are existentially 
those most close to the Gospel acts. There is nothing so ultimate 

and so immediate as acts around your body-person. In a sense, the 
Final injustice, the ultimate injustice, is injustice of health care. 
If your neighbour has a bigger house than you, it may not be just, 

but you can live in a small house. If your neighbour has a big car 
and you have to walk, it is unjust; or if your neighbour can eat cake 
and fancy food and you have to get by on scraps, that's bad. But it 
is nothing compared to whether your neighbour has an unfair consump- 
tion of health care. If you are in a position to gobble up the health 
care which would have saved your neighbour's life, then this shows the 
ultimate injustice. So, what you might call body-person communism, or 
communalism, is the most radical of all communalisms, much more impor- 
tant than any other property communism. So, if you want to preach the 
Gospel of God's infinite love and care for all people, your health 
care system may eventually be the Gospel you actually preach and which 
is actually heard. Body care is incarnated words, and that is why it 
is so central to the preaching of the Gospel. So, neither health care 
nor the church can show preference to the wealthy or to those who live 
in towns close to where doctors choose to live for their own conveni- 
ence. If they do, then the incarnated words they produce in the form 
of health care is a gospel which is not true to Christ. 


In medical missions there are some 2000 church-related hospitals in 
the world. But hospital medicine is getting too expensive, and this 
produces a crisis and provides an opportunity for Christian obedience 


leading to a new vision of what health and health care are. However, 
like all crises of obedience, to respond positively to it provokes 
positive misunderstanding -- what the Bible describes as a blinding 

of the eyes and a stopping up of the ears. This crisis in medicine 
then provides an opportunity of learning a new understanding of what 
it is to be healthy, a new understanding of how to give health care. 
God works in a mysterious way His wonders to perform. He is trying 

to teach us all new ways of thinking and doing. The old ways which 
have to be changed are related to certain concepts of medicine all of 
which were defined in terms of the hospital and in terms of individual 
diagnosis and treatment. We may note in passing that the priest and 
the church have closely related defects because they commonly define 
the excellence of Christian life almost exclusively in terms of church 
attendance with a view to the eradication of moral lesions from the 
individual concerned through the activity of the professional Chris- 
tian, namely, the priest. 


To illustrate how far things have gone in this stereotyping of cer- 
tain concepts of excellence in medicine, here are two examples. There 
is one developing country where 60 per cent of the budget for health 
care is spent in operating one large teaching hospital. Again, I was 
in the USA when some medical students with a social conscience revolted 
because they were appalled at working and being taught in one of the 
most advanced medical centres in the world, whilst they were literally 
within a stone's throw of the downtown area where people weren't get- 
ting any medical care. The medical students refused to be taught any- 
more and went out and began giving health care. Although this health 
care was, in terms of the hospital, less skilled, it was in fact more 
excellent in terms of its ultimate result of the relief of suffering 
than that the hospital was giving. 


Again, there was a man who went to a famous paediatric hospital in 
Africa which had been in existence for fifty years and the people 
and church were proud of it, for every child who came to the hospi- 
tal received the best treatment. Then this new paediatrician came, 
no more devoted nor less a Christian than the previous one; but he 
looked at the infant mortality rate in the area served by the hospi- 
tal and discovered that it hadn't altered at all over the years. 

It was about 282 per 1000 and would stay that high as long as 
excellent medicine was practised in the hospital: It wasn't hard 
for him to discover that the children were dying of three diseases, 
A, Band C. One was malaria. If you can talk to the people, feel 
the spleen and give a tablet R, by and large you can put the matter 
right. Another disease was some kind of dysentery; by talking to 
the people, having a rough look at the stool, if you can persuade 
the child's mother to give tablet S it will cure the disease in 

most cases. The third disease, I think, was sores; and again it 

was not very difficult to solve the problem, provided you are 
willing to make mistakes in diagnosis, but you have to be willing 

to make mistakes. This paediatrician had been taught back home 

that individual excellence of diagnosis is the mark of a doctor, 

but he had to produce, first in himself and then in others, doctors 
who had excellence suitable to the job required of them. Therefore, 
he took a few girls out of the local mission school, aged about fif- 
teen, taught them and sent them into the villages. They made an 


enormous number of mistakes, some of them disastrous from the tradi- 
tional medical point of view. He was fortunate there wasn't a 
strong medical or nursing professional organization and there 

wasn't a legal system where they could sue for wrong diagnosis. 

But in five years' time the infant mortality dropped to 78 per 

1000. Now what was killing all those children before? A sacred, 
stereotyped view of excellence: That is, a graven image of excel- 
lence, tempting us to idolatry. 


We must make it clear that there is no ideal medicine, no ideal way 
of being a doctor, either up in the sky or in the teaching hospitals 
of the West, waiting to be blueprinted on the nations of the world, 
anymore than there are a series of true propositions about God, the 
universal acceptance of which will mark salvation of the world. 
Doctor excellence is situational. Each tomorrow reveals the nature 
of the excellence required, whilst at the same time, just as we think 
we have grasped it, the next tomorrow requires us to learn again a 
new understanding of excellence. 


Time and time again we come up against the problem in ourselves and 
others of needing to change our understanding of the professional 
image of excellence to the Christian view of excellence. In this 
matter we must note and take account of the psychological fact that 
one's view of oneself, one's professional identity, tends to be 
Formed and become fixed in one's life during the training period. 
This is why in general it is wise to put young people in a profes- 
sional educational system in situations where they form a professional 
identity which is reasonably relevant to the general task that society 
needs them to do. In spite of this fact we still go on in most coun- 
tries, on the one hand knowing that we need community nurses and 
doctors, and yet on the other still training them in situations where 
they are least likely to form suitable professional identity. I was 
recently in a city in the Philippines and met a young Christian 
doctor who said he was going to be a neurosurgeon. His boss, whom 

he very properly admired, is a neurosurgeon and he very naturally 
wants not only to be like his boss, but be better. That's quite 
understandable for the young man, but it is tragic because he is 

now fixed on a course of being excellent as a Christian and a doctor 
which is not relevant to his original chosen task which was to cure 
people. He will go to America, because that's where the most excel- 
lent neurosurgeons work, for his further training, and this will make 
it quite impossible for him to work anywhere in the Philippines but 
in Manila, and perhaps not even there. If by any chance he later 
hears a call from God to go and work in the rural districts, he will 
have to fight his professional identity, his built-in concept of 
excellent doctoring, for the rest of his life. 


Now I want to introduce you to a map which I call a concept map, which 
is applicable to the church, to medicine and social work, amongst 
other things. The idea of a map is to help people to see where they 
are, where they might go, and to suggest the nature of the territory, 
so that if they were to move from one place to another they can get 
some idea of what they should do. There are many maps, and one could 
pick the wrong map, but look at this map and try to learn from it, 
whilst not letting it become an idol. 


HEALTH MAP 
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A lot of people in medicine and in the church, besides myself, have 
been saying that they want fewer doctors doing highly specialized 
work; rather they want more doctors doing community care. They are 
saying the kind of person they want deals less with individual pa- 
tients and works more out in the community helping it to discover 
its own strengths and building them up. The church is beginning 

to realize this and perhaps should want individuals to be less con- 
cerned with their own individual salvation and more prepared to 
find health with others in the mission of assisting others to find 
health together. 


In the Health Map the vertical line records the extensiveness of 

the context within which we think about health, and this context 
grows bigger as you go upwards. At the lower end of this vertical 
line is the micro level, and it is with this concept that the mole- 
cular biologist and the cell pathologist, amongst others, do their 
work. Next on the vertical line, going upwards, is the body organism 
which is the conceptual context of the doctor who by and large works 
at the body organ level, i.e. for example, specializes on the heart, 
kidney or bone. Next, going upwards, is the use of the individual 
or person as the extent of context within which the professional per- 
son works, and we can associate this with the doctor who works in 
internal medicine or perhaps with the psychiatrist who works largely 
with the individual. A little higher up, about half-way and in the 
middle of the concept map, you have the family which we can associ- 
ate perhaps more with the paediatrician or the child psychologist 
who see more than one person as the unit of context of which it is 
proper to speak of health or disease. So, for example, such people 
presented with a child said to be suffering with nocturnal enuresis, 
a speech defect or asthma will probably want to ask questions about 
the mother and father and their relationship to each other and to 
the child also. 


Next on the vertical line is the neighbourhood which is getting very 
much into the area of epidemiology, public health, infectious dis- 
eases and mental health. Professional people working in these spe- 
cialities can envisage health or disease as functions of a whole 
neighbourhood. Then next comes the ecological, and now the exten- 
Siveness of the context is much expanded. It was the failure to 

work within such a suitably extensive concept of health that some- 
times caused a disaster. In developing countries, when doctors 
worked by simply extracting disease, wherever it came their way, 

only to realize too late that they had not taken a wide enough view 
and, for example, looked at the food supplies of the increased popu- 
lation they had created, so that thereby medicine might be said to 
have caused disaster. Note that in the ecological concept of heal- 
ing we have to include the educational, political and economic con- 
cepts of health. Thus it is that the thinking and knowledge required 
to be an effective doctor working with this extensiveness of the con- 
cept of health becomes more clear and complex. You can't do good 
medicine at this level without being, for example, a politician. The 
same truth goes for the social worker and the theologian. 


Then, at the top of the vertical line, comes the cosmological where 
not only the whole present geographical world, but the whole future 
world is included. What this means is not too clear, hut take the 


instance of congenital diabetics whom we keep alive, who then re- 
produce so that the number of congenital diabetics increases, and 
we begin to see that in,this way, as in many others, we have to 
consider -- in our understanding of health and disease -- factors 
which go far, far beyond the present. 


Finally, right up off the vertical line is an absolutely, totally 
extended context within which disease and health is to be under- 
stood, and we as Christians believe it is within this context that 
God alone understands good and evil, health and disease, suffering 
and joy. 


On the horizontal line on the map we put in a position of dominant 
views of what the healing process looks like, each one of which is 
associated with a particular kind of professional person. Let me 
interject at this point that we need people working with every one 
of these concepts, and if at some time I seem to favour one rather 
than the other, it is not that I do not think that each one has 

his own quite specific part to play, but rather that I am complain- 
ing that a proper balance does not exist at the moment. We begin 

at the left with the concept of healing as disease eradication. 

This is the concept of healing with which, wherever you see evil 

in the form of disease or sin, wherever it comes in front of you, 
you pluck it out; the surgeon is the most eminent example of using 
this concept of healing as being essentially disease eradication. 
Historically speaking, it is not surprising that this concept pre- 
dominates in medicine when you remember that the first break-throughs 
in medical science came through morbid anatomy and histology both of 
which literally see disease as a focal lesion in an inanimate con- 
text. The dominance of this surgical concept of healing, perfectly 
appropriate in its own place, is now our main problem. Let me point 
out that this doesn't mean I am suggesting that every kind of medi- 
cal person is not needed. Of course, for example, we need neuro- 
surgeons. The question rather is, shall the neurosurgeon and other 
surgical models dominate medicine so that it produces an imbalance 
of ideas and of professional people, with the result that many, many 
members of our communities go without the medical care they require? 


The next concept of healing on the horizontal line is disease manage- 
ment which still enrolls the concept of disease eradication but sug- 
gests that you must take more notice of the person you have to manage. 
However, the concept of healing as disease management may still be 
only a sophisticated way of achieving the goal of disease extraction. 


Care is the next concept on the horizontal line. Care is not tradi- 
tionally so much a medical as a nursing concept. There has been a 
tendency of recent years, especially for this care, to become the 
work of lower classes in the healing profession. So it is becoming 
increasingly difficult to get care for somebody who can't be cured. 
For the prestige in our age goes to that person who is nearest that 
doctor who is curing people by disease extraction. The least prestige, 
the least money, the least self-satisfaction goes to the person who 
cares for those who cannot be cured. In fact, care nowadays tends to 
be validated only by its efficacy to cure. So caring in itself and 
for itself is a virtue under attack these days and, consequently, 
often in order to keep people caring and to get people to do this 


kind of work, you may have to make them look as if they are curing. 
One time in my life I had three years looking after chronic schizo- 
phrenics and doing nothing else. I was in desperate straits because 
it was so contrary to my professional image which was built up on 
curing people, occasionally at least. Now, if you have that kind 

of professional image requiring the cure of people, if only occa- 
Sionally, then you are going to be sick to the point of desperation 
if none of the people you care for are cured. So it is that in 
order to keep up the morale on the chronic wards, every now and 

then people had to be given ECT, even when the statistics show there 
is no point in giving electric shock therapy for them. And yet, in 
fact, it was good in a very dubious way, because it restored the 
morale of the doctors and nurses, and with the morale restored they 
could then continue to care; and since caring is very important to 
keep the place human, the ECT was effective, although wrong! By 
making almost an idolatry of disease extraction we have depreciated 
the act of caring as a good thing in itself. 


The next concept of healing on the horizontal line is learning from 
illness which is a very old concept. It speaks of the possibility 

of good being born by the transformation of evil. There are medical 
analogues of this traditional religious concept in which the body is 
strengthened by the ‘'experience' of 'badness'. Consider, for example, 
a vaccination or when antibiotics are deliberately delayed in order 
to allow immunity to be built up in the person. It is my personal 
view of neurotic illness that the indiscriminate use of the disease- 
eradication model of healing is disastrous and that we should con- 
centrate on the concept of healing as creating the capacity to become 
healthy through the proper experience of stress. 


The next concept, progressing to the right on the horizontal line of 
the map, is the strengthening of strengths in order to try to increase 
the already present strengths which enable the person or the other 
unit of context to cope. For instance, there are two ways to help 

an adolescent; analyze his problems, searching for one key, one which 
supposedly causes his disease, and then eradicating it like a tumour, 
or strengthening his present virtues and capacities for enjoyment and 
thus giving him greater ego-strength. This idea of strengthening 
present strengths and building up on that is a concept of healing 
which has been lost to medicine until recently, but it was always 
preserved in the practice of teaching where, by and large, one does 
not look so much for defects in the pupil but for capacities which 
can be encouraged and developed. 


The last concept on the horizontal line of the map is the invention 
of new strengths. This is presenting to a nation, a people, a church 
and individual a new way of being alive, a new way of being happy, a 
new way of enjoying food, a new way of dancing, a new way of making 
love, a new way of being a political nation, a new way of playing 
football. Some of our most up-to-date planners of comprehensive health 
care don't seem to realize that their plans may be quite upset unless 
the country discovers a way of being a people which is health-giving 
for the plans proposed. We have already pointed out how improvements 
in health care require the discovery of a new way of being a doctor, 
a new way of being a nurse, a new way of being a patient. 


At one time I was the medical officer to an infantry battalion. In 
the final analysis I was not responsible for the health of the sol- 
diers which was in fact the responsibility of the commanding officer. 
I've said we must contextualize health, and here is an example of the 
statement that being healthy is to be understood in part as being the 
member of a community with an appropriate purpose. The commanding 
officer was quite probably not interested in medical conditions in 
the sense of the classical diagnoses of the individual soldier's dis- 
eases. He was interested in whether a soldier could march twenty 
miles with a bren gun in order to fight an enemy and thus partici- 
pate in the purpose of the community in which he was a person. We 
cannot divorce the concept of health and disease from the understand- 
ing of the purposes and therefore the nature of health of the commu- 
nity to which the person concerned belongs. We have done with disease 
the same thing that we did with sins and have talked about them and 
acted towards them as though the important thing in the church is to 
help individuals to get over sins as an end in itself and have for- 
gotten that the whole purpose is not the eradication of sins them- 
selves but the transformation of the person in order that he may love 
God and his neighbour. If Jesus had made his own individual health 
For itself the supreme sign of excellence, He could not possibly have 
gone to the Cross. His understanding of His own health was related 
to His understanding of His Messianic purpose. The concept of my own 
health for myself as an unqualified good, as something to be pursued 
without question, is unquestionably demonic, just as is the concept 
of salvation as something for myself. 


Whenever I have spoken of disease so far, or shown the concept of 
healing on the concept map, you could always substitute the concept 
of sin. There is a particular theology of sins which exclusively 
regards them as being realities localized in the individual which 

can be enumerated and spoken of as if they existed in themselves. 

In this view, sin is not situational, or between people, or between 
man and God, but is a reality in itself inside an individual. Just 
as in the bottom left-hand corner of our concept map, disease is seen 
as distinct realities having their existence solely in individual 
bodies. Now, you have heard of situational ethics, sometimes called 
contextual ethics. At the beginning of this talk I asserted that the 
Biblical theology of revelation is that God always reveals Himself 
again and again. There is not a universal propositional theology. 
So, too, there is not a universal medicine: excellent medicine in the 
United States is not necessarily excellent medicine in Hong Kong, or 
Korea, and so on, just as in situational ethics we understand that 
there is no easy way of telling the truth, nor any one way of being 

a perfect sexual person, so we say the same of being the obedient 
excellent doctor. So, at the back of this concept map is a theology. 
Our Lord reveals this theology most particularly because in Him God 
reveals Himself through a particular person and at a particular time. 
This is why there is a big catch in 'The Imitation of Christ', because 
one cannot be a kind of blueprint or photocopy of Him -- rather we 
have to discover in each generation what it is to follow Christ. We 
cannot safely imitate Him in the sense of just doing what He did any- 
more than the young man should imitate the way his teacher, the neuro- 
surgeon, was a good doctor. 
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I want to remind you that this map has things to say to the Chris- 
tian. It is very likely that there is a relation between the way 
medicine has grown up to see disease and to act towards it as if 

it were a local lesion in an individual, partly under the influence 
of a particular kind of Protestant ethic which puts supreme value 
on individual salvation and sees that salvation in the eradication 
of sins within oneself. It has been said that modern, hospital- 
centred, disease-eradicating medicine is a memorial to all the 
strengths and all the weaknesses brought in our day by a combina- 
tion of Protestantism, empiricism and capitalism. The division of 
the world into sacred and secular, with the partition of the care 
of people into the care of the soul by priests and the care of the 
body by doctors, produced two professions which in some senses can 
be seen as mirror images of each other. Thus it is that the weak- 
nesses and strengths of each reinforce each other and that dialogue 
between doctors and theologians may confirm each other, not only in 
their strengths but in their prejudices. So, for example, of recent 
years there has been a tendency for the church in training to send 
its young ministers to the medical man for practical experience to 
make up for their lack of knowledge of the world, without apprecia- 
ting that this might reinforce some defects as well as strengths. 
So it is that after receiving clinical pastoral training many young 
ministers decided not to go into parish work, which is based upon a 
whole variety of concepts of saving and has strong community and edu- 
cational content within it, but decided that they must set up an 
office and become clinical pastoral counsellors waiting in their 
office for people to come in with a defect, a disease to be cured, 
just as the doctors do. For this reason the pastoral counselling 
curriculum must be modified or we may damage young ministers for 
life by their training, just as we can damage young doctors, and 
make them permanently unsuitable for commitment to enabling work 
For the whole life of the whole community. 


Students, whether medical or theological, should surely have their 
vital training with an emphasis upon the community which balances 

the clinical emphasis which up till now has been on the individual 
level. They should go during their training to different kinds of 
neighbourhoods and, thus, there be taught by men the copying of 

whose excellence will be suitable. These will be men who, in part, 
have to work with the complex decisions involving not just medicine 
but politics, economics and sociology, for example. They must, we 
can say, learn skills based upon concepts in all the areas marked 

out by our concept map and not just at the bottom left-hand corner. 
There must be a balance between individual care and communal care, 
and a balance between interest in health and an interest in disease. 
There must be as much skill in joining a group of people and enabling 
them in discovering a distinctive way of being healthy as there is in 
sitting in an office waiting for individuals to come with particular 
problems to be solved. One of the great problems of putting pastoral 
training under the influence of psycho-analysis and thus of the pasto- 
ral counselling movement is that the whole way of life is determined 
by working with sick people, so that as a result health is seen as 
absence of sickness and never is seen as a failure of persons to- 
gether finding what it is to be fully human. 
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Finally, a few words about what this means for medical ethics and 

for Christian ethical decision. Our whole present medical under- 
standing and Christian understanding requires that we spend great 
sums for the treatment of one person, whereas if we could reapply 

the expenditure you could save many lives. The real, the new, the 
excellent men of tomorrow, will at a certain point be required to 

say 'no, this cannot be done', and 'this particular person has to 

be sacrificed'. This makes clear what has always been true but 

often been denied, namely, that the practice of medicine is an 
ethico-political art. What we have been discussing today reminds 

us that many of the major ethical decisions confronting the Chris- 
tian doctor are not those involved in the choice between different 
acts towards the one patient in front of us, such as when to pull 

out the intravenous tube or stop artificial respiration, but a kind 
of political decision involved in health care planning which de- 
cides quite literally whether thousands of people would live or die. 
The young man from the Philippines, who made the decision to be a 
neurosurgeon, was at one and the same time deciding that a few people 
with brain tumors would live but hundreds, if not thousands, of others 
with different diseases in his own rural area must die. 


Finally, how much health care should a Christian consume? We all re- 
cognize that there are limits to the amount of money and food which 
we are entitled to have when others are in poverty or starving. Yet, 
in the United Kingdom and other countries we are willing to draw doc- 
tors into our lands from developing countries. We are willing to pull 
doctors into London where the doctor proportion is one for each four 
hundred persons from, say, Central Africa where the proportion is one 
for 50,000 persons. What kind of morality is it where we are con- 
suming the health care of others? Health justice is more radical 
than any other kind of justice. In order for us to live from 70 to 
72 years of age, shall we bring doctors from a country where the 
average lifespan is 35? Now, when we say 'stop doing this kind of 
thing, stop squandering health care of the individual' very often 

we get the reply that human life is sacred, and theology and Biblical 
quotations are used to support the present practice; but this we must 
remember -- that man is sacred to God within God's divine purpose, 
which is to bring all men to Him. There is nothing sacred about an 
individual's longevity in itself. There is nothing sacred about an 
individual being able to swallow up great quantities of health care. 
Life in the Bible is not sacred in itself but is sacred within the 
purposes of God to bring all men to fellowship with each other and 
communion with Himself. Maybe in the future groups of Christians 
will come to say that bringing doctors from developing countries in- 
to highly affluent countries is a modern equivalent of the slave 
trade of three centuries ago. This is an area where man is being 
called to be more responsible; this is an area in which God is re- 
vealing Himself anew and teaching us new ways of being made perfect. 
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